The patient first came under medical care in 1942 at the age of 30 when he was treated for malaria and amoebic dysentery in East Africa; many subsequent tests of cure revealed no evidence of persisting infection. In 1953, during investigation of low back pain, barium enema was normal, but the right lobe of the liver was noted to be enlarged and there were osteoarthritic changes in both hips.
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In 1954, in America, following complaint of fever and abdominal pain, a further barium enema demonstrated an extraluminal pressure defect in the transverse colon. At laparotomy a localized abscess was found and a limited transverse colectomy was done. Investigations at the time showed a normochromic anaemia which did not respond to oral iron or to liver injection. A liver biopsy was carried out at the time of the exploratory laparotomy, and a recent review of the sections has revealed the classical appearances of heemochromatosis, a condition which had not been appreciated at the time.
In 1956 radioactive iodine uptake studies led to a diagnosis of hypothyroidism. Extract of thyroid produced a symptomatic response and the diagnosis was confirmed in 1957 when oral thyroid was omitted and the basal metabolic rate fell to -19 %. The patient remained on oral thyroid for the rest of his life.
In 1959 a spontaneous subarachnoid hmmorrhage was treated surgically; arteriography revealed an anterior communicating aneurysm. There were no abnormal neurological signs during this illness.
From 1957 the minimal normochromic anwmia was again apparent, the hemoglobin varying between 12 5 and 14-0 g/100 ml. A fractional test meal was normal. The anemia did not respond to iron orally or intramuscularly. He then began to complain of fleeting joint pains, at first involving the hips, wrists and shoulders. At that time the only abnormal radiological finding was the known osteoarthritis of the hips.
In 1964 there was a painless effusion into the right knee and X-rays showed stippled calcification in the cartilages of both knees. Later in the same year there was painful swelling of the terminal interphalangeal joints of both hands but the X-ray appearances remained normal until 1967 when cystic changes in the heads of two metacarpal bones were seen.
The final illness in 1968 presented with malaise, abdominal distension and pain at the right costal margin; the liver was now massively enlarged and ascites developed rapidly. Liver function tests were normal, there was no anemia and the ESR was normal. Cholecystogram showed a nonfunctioning gall-bladder; serum iron 242 ,ug/100 ml, and total iron binding capacity 294 ,ug/100 ml. At laparotomy the appearance of the liver was described as 'fine cirrhosis with occasional pale nodules'. Liver biopsy showed severe deposition of iron, predominantly in the liver cells with, in addition, tumour cells of a primary carcinoma of the liver. The patient died on the 29th postoperative day.
